FACE INVESTIGATION
SUBJECT: Florist Pinned Between Bucket of an Industrial Truck and Semi Trailer

SUMMARY: A 36-year-old male florigt (the victim) died after being pinned between the bucket of a
bucket |oader/forklift truck (loader) and the back of asemi trailer. The florist was co-owner of the retall
flord shop on the street where the incident occurred. The loader was operated by an employee of an
excavating company which was contracted to provide forklift services at the flord shop ste. At thetime
of the incident, the victim was standing in front of the
trailer, directing the operator of the loader to move afew
inches closer to the trailer so the end of achain could be §
attached to the bucket. The loader lurched 3-4 feet §
forward, pinning the victim agand the trailer. After %%
several unsuccessful attempts to move the loader into fes
reverse, the loader operator backed away and the victim @
fdl to the ground. The operator called for help, and
emergency serviceswere summoned. EM Sresponders
and police arrived, and the victim was taken to the
hospital by ambulance, where he died. The FACE
invesigator concluded tha, to prevent sSmilar
occurrences, employers should:

3

—

Sl
i
==

n
g
=3

! develop service contracts only with companies that have established histories of
experience, expertise and safety in the activity to be performed.

! ensure that companiesthat provideforklift servicesat theemployer’ sworksite establish
and enforce a powered industrial truck safety program, including industrial truck
ingpection and maintenance and operator training.

In addition, individuds who work near indudtrid trucks should:
! stand away from the pathway of an industrial truck
and, manufacturers of industrid trucks should:

! consider standardizing the location and function of pedals, levers, gauges, and other
control devicesand indicators.

INTRODUCTION:

On September 1, 1999, a 36-year-old maeflora shop owner died after he was pinned between aloader
bucket and the back of asemi- trailer. The Wisconsin FACE fidd investigator learned of theincident from
the Division of Workers Compensation in the Department of Workforce Devel opment on November 30,
1999. OnMay 2, 1999, thefidd investigator met and interviewed officia swho had information about the



case. Thevictim’'sfamily members declined to be interviewed at that time.  The FACE investigator dso
obtained the desth certificate and the coroner and police reports.

Thevictim and his brother were co-owners of aretail floral shop which had been in businessfor about 25
years. Eleven employees worked for the flord business. An excavating company owned the industria
truck and employed the operator that were dso involved in the incident. This company employed about
15 people, and was located in the same city as the flord business. The semi-truck was driven by a
Canadian long-distance trucker who was not involved in the incident.

No information was available about the safety program or training at the florist shop or trucking company.
The written safety and health program at the excavating company did not provide specific policies and
procedures about the safe operation of powered industria trucks. By policy, equipment operatorswere
responsible for maintaining or ensuring the maintenance of  the equipment they used. The responghility
included adjusting brakes, checking tires, cleaning radiators, checking hoist seals and cables, adjusting
tracks, keeping the equipment clean, greased, oiled and filled with fuel and coolant. The indugtria truck
driver had worked at the company for about ten years, and received training through the union and from
on-the-job experience with backhoes, loaders, and bulldozers. He had not recelved formd training in the
operationof apowered indudtrid truck, nor evauation of hiscompetency to operatethe company’ svehicle.

INVESTIGATION:

About sx weeks before the incident, the flord shop owners had requested the excavating company to
provide equipment and assistance with cleaning up debris around the greenhouse and other tasks. A
specific request was made for a date when a semi-truck load of peat was scheduled to be delivered to the
flora shop. Inpreviousyears, the shop employeeshad manually unloaded the pallets of peat. Thisyesr,
the ownersdecided to unload by using aforklift to remove 21 palets (2100 | bs. gpiece) from thetruck bed.
The gasoline-powered industria truck that was specified by the excavating company to be delivered to the
floral shop was more than 40 years old, and had been purchased about one year before the incident. 1t
had large, pneumatic tires on the rear with wide-set smdler tires on the front. A forklift column was
mounted on the back and the front was equipped with a bucket loader. The company intended to use it
primarily for their own yard work, and did not maintain records of any maintenance performed on the
machine. They did maintain records of the comprehensive ingpection and maintenance activities for the
excavating machines used in the business.

At about 6:15 on the morning of the incident, the operator arrived at the company yard and was assigned
to work at the flord shop. The yard man started the loader for the operator and loaded it onto atrailer for
trangport to the flora shop. He did not notice any problems with the machine s operation. The operator
rode with acompany truck driver who drovethetrailer to the floral shop, wherethe truck driver unloaded
the loader. The truck driver had operated the loader on at least Six previous occasions, and knew the
loader brakes did not work well. It is unknown if hetold the operator about the brakes. After unloading
the loader, the driver turned the machine off and returned to the excavating company. Thevictim and the
operator did some work around the greenhouse until the semi-truck arrived.

The semi-truck driver stayed in the truck cab while the victim, a flord shop employee (co-worker), and



the operator prepared to unload the truck. The victim obtained a 16-foot chain to attach to the pallets,
while the operator attempted to start the loader. He was unsuccessful after severd attempts, then called
the excavating company for assstance.  The company yard man came to the site, and started the loader
for the operator. The co-worker went ingde the truck trailer, while the victim stood on the pavement at
the back of the truck. The operator moved the bucket close to the end of the truck, and the co-worker
attached one end of the chain to apalet of peat ingde thetruck. The victim atached the other end of the
chain to the bucket, and the operator backed up to pull the pallet to the end of the truck bed. The chain
was removed, the operator turned the loader around, and used theforklift to remove theloaded pallet from
the truck. They unloaded a second pallet in this manner, and were preparing to unload a third.

The co-worker had attached the chain to a palet insde the truck, so the victim was ready to attach the
chain to the bucket. He was standing in front of the trailer, but the chain didn’t reach the bucket so he
motioned to the operator to move forward afew inches. The loader lurched forward, pinning the victim
between the bucket and the trailer. After several unsuccessful attempts, the operator backed the loader
and the victim fell to the ground. The co-worker went to aid the victim while the operator caled for
emergency services. A police patrol car wasin the neighborhood and responded within five minutes, and
EM S sarvicesarrived soon after. Thevictim wastransported to the hospital, wherehedied. Aningpection
of the loader after the incident reveded that after placing the machinein forward gear, it would take some
time before the transmission fluid built enough pressure to move the machine. Then the machine would
suddenly lurch forward and full force brake pressure would not stop the machine until it had traveled
severd feet. Mechanica brake adjustment on this|oader can be achieved by tightening a bolt under the
loader bodly.

CAUSE OF DEATH: The degth certificate listed the cause of death as exsanguination from massive
internd trauma due to acrushing injury.

RECOMMENDATIONS/DISCUSSION

Recommendation #1: Employers should contract only with companies that have established
histories of experience, expertise and safety in the activity to be performed.

Discusson: The florist business requested the services of an excavating company to provide forklift
equipment and operator services. Thiswas not the company’ susua work activity, and it was unprepared
to providethe servicesin amanner that ensured safety for dl individualsa theworksite. Theflorist business
should have sought a contract with an established forklift service contracting company.

Recommendation #2: Employers should ensurethat companieswhich provide forklift services
at the employer’s worksite establish and enforce a powered industrial truck safety program,
including industrial truck ingpection and maintenance and oper ator training.

Discusson:  The provisons of a contract for forklift services should include provisons for safe
equipment and operator training.  An effective ingpection and maintenance program should detect and
correct defectsin indugtrid trucks. If the loader in thisincident had been inspected on aregular basisand
before each use, the mafunctions of the transmission and brakes might have been discovered and repaired.
Also, the operator had not had formd training for industrial truck operation and was inexperienced in



operating this loader. He apparently did not know about the machine' s tendency to lurch and not be
immediatdy stopped by full brake pressure. He followed the victim’s directions to move the loader
forward a few inches, while the victim was standing in front of the traller. If the operator had recaived
formad training and been evauated for his ability to operate the loader, he might have recognized the
hazards posed by the faulty machinery and therisk to the victim of standing in front of a stationary object.

ADDITIONAL RECOMMENDATION:

Recommendation #3. Employees who work near industrial trucks should never stand in the
pathway of an industrial truck.

Discussion: Employeeswho work whereindudtria trucks are moving should receive and heed training
in the recognition and avoidance of hazards and unsafe work practicesin their environment. Thevictimin
this case may have faled to redlize the hazard of standing between the bucket and the truck. Hazard
recognition and avoidance training may have helped each of the workers redlize that before the operator
moved the |oader, the pedestrian workers should move out of the areawhere the loader would be driven.

Recommendation #4: Manufacturers should consider standar dizing the location and function of
pedals, levers, gauges, and other control devices and indicatorson powered industrial trucks.
Discusson: The location and function of control devices for steering, brakes, acceleration, and powered
equipment attachments are not standardized on industrid trucks. Workers who operate multiple vehicles
of morethan onemodel or manufacturer may confusethe action of adevice, and create an undesired effect.
For example, aworker might mistakenly depress an accelerator peda whileintending to brake avehicle,
if he/she had recently or previoudy operated a vehicle with controls in different locations.
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